Basal cell carcinoma is the most common skin cancer mainly caused by prolonged exposure to ultraviolet rays. It is also known as rodent ulcer or basal cell epithelioma. The main mechanism suggested is prolonged exposure to high intensity ultraviolet rays, which causes DNA damage. Pigmented basal cell carcinoma is a rare variety of basal cell carcinoma. Usually, it presents as pigmented nodular mass over the nose or malar region. Other differential diagnoses of this mass, are malignant melanoma and seborrheic keratosis. Treatment of choice is surgical excision with 2 mm of margins.
Introduction
Basal cell carcinoma (BCC) is the most common cancer of the skin in western world in fair skin people. Australia has the world's highest incidence of skin cancer due to ozone depletion and a sunlight overloaded environment [1] . Jacob Arthur in 1827 coined a term "rodent ulcer" for this [2] . Sometimes it is also called as basal cell epithelioma [3] . BCC arises from the layer stratum basale. The most common cause can be chronic exposure to ultraviolet radiation. It is a slow growing malignant tumor, locally aggressive but rarely metastasize [4] . About 80% are found in the skin of head and neck. Among all variants of BCC, pigmented basal cell carcinoma (PBCC) variety is about 6% and histopathologically similar to nodular BCC with increased melanization. About 80% of all basal cell carcinoma in Chinese are pigmented while this subtype is uncommon in white people [5] . PBCC is relatively rare variety, hence we present this case.
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Case Report
A 60-year-old female patient reported to ENT OPD with a complaint of blackish mass on the left side of nose. She noticed the swelling one year back initially small in size, gradually increasing in size over past one year to present size. It was occasionally associated with itching. There was no history of pain. Recently the patient had developed ulcer over the swelling and serous discharge which settled after application of topical cream as prescribed by local physician. There was history of continuous exposure of sun as patient worked in a field.
Clinical examination revealed single blackish elevated lesion situated over left ala of nose extending on to left nasolabial groove, measuring 1.5 × 1.5 cm with a well-defined border and a bosselated surface (Figure 1 and Figure 2 ). There was no evidence of satellite lesions. The mass was firm in consistency and surrounding area was free of any induration. There were no palpable lymph nodes. Clinically, it was suspected to have differential diagnosis of malignant melanoma, basal cell carcinoma.
After detailed investigation, she was planned for excision biopsy under general anaesthesia. The tumour excision was done with 2 mm surgical margins with dissection plane superficial to perichondrium of lower lateral cartilage, thereby maintaining structural and functional integrity of ala. The resultant defect was primarily closed by local advancement flap by excision of suitable burrow triangles. Post operatively, she developed transient paraesthesia and tightness at the operated site which resolved by 6 weeks. Subsequently wound healed well with acceptable aesthetic outcome (Figure 3) . Histopathology of the specimen revealed findings of pigmented basal cell carcinoma and edges of specimen free from disease.
Discussion
There are many varieties of BCC like Nodular BCC, PBCC, cystic BCC, superficial BCC, micronodular BCC, morpheaform, and infiltrating BCC of which nodular BCC is the most common variety. In a study of 1039 cases of BCC, Sexton et al. [6] found nodular 218 cases (21%); superficial 181 cases (17%); micronodular 151 cases (15%); infiltrative 77 cases (7%); and morpheic 11 cases (1%). Most common age of presentation is fourth to fifth decades of life with male preponderance (M:F = 3:2) [7] . Most common site of occurrence is the middle third of face. Other rare sites reported are areola of nipple by Han Jin Jung et al. [8] , subungual by RyuheiOkuyama et al. [9] and eyelids by Lily Koo Lin et al. [10] . Bart RS et al. [11] also noted that pigmented basal cell carcinoma is more common in dark eyed people and very rare in blue eyed people. Although metastasis is very rare, it was reported high in cases of PBCC of nipple-areolar complex due to increased lymphangiogenesis [8] . Histopathologically, there are cells arranged in nests and clusters with palisading of cells at the periphery and in a haphazard manner in the centre. The cells showed hyperchromatic rounded nucleus with little or no cytoplasm (Figure 4) . Melanin pigment is seen dispersed among the nests and in the intervening stroma ( Figure  5 ). Our patient is a 60-year-old female presented with mass over left ala of nose which is a common site for occurrence. Differential diagnoses of mass were malignant melanoma, basal cell carcinoma and seborrheic keratosis which can be differentiated and confirmed by cytology. Cytology of melanoma reveals scattered single cells with occasional loose cohesive groups, which are variable in size, shape and number of nucleus. The nuclei are eccentric with hyperchromatism, often macro nucleoli and atypical mitoses can be seen. Malignant melanoma can be differentiated by advanced immunohistochemistry by using immunomarkers HMB-45 and S-100 [12] . Histopathologically, seborrheic keratosis shows sheets of squamous cells with anucleate squamous and basaloid cells. There is no palisading pattern and no basement membrane matrix [12] . Treatment of choice in PBCC is surgical excision. For larger BCC's with more aggressive growth pattern Mohs Micrographic Surgery (MMS) is recommended [13] . Intralesional injection of interferon alpha is an alternative treatment option [13] . Photodynamic therapy (PDT) is used these days for the treatment of basal-cell carcinoma, which is administered by application of photosensitizers to the target area. Methylaminolevulinate is approved by European Union as a photosensitizer since 2001.
Conclusion
PBCC is a rare variety in clinical practice and it is commonly treated as benign nevus by most general physicians. Therefore, a clinical suspicion is necessary while treating elevated pigmented lesions of head and neck. We recommend that pigmented skin lesions in head and neck region with features suspicious of malignancy such as surface irregularity or bleeding should always be excised with adequate surgical margins.
